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---------------------------------------

The insufficient experience with catastrophic disease outbreaks excuses many of the mistakes that have been made by policy makers during the COVID-19 pandemic. Plenty of uncertainties remain, as diagnosis has not been scaled up fast enough to deliver the needed data and the factors that increase vulnerability to the disease are still being unraveled. Yet, not all errors can be blamed on the uncertainties related to the particularities of the virus and its propagation. We can observe in a number of cases that policy makers were unaware of even the most basic circumstances under which large groups of people within their jurisdiction live and work. We may wonder, for instance, why in the United States the professionals involved in recommending the use of masks---even when they are homemade---did not consider the effect this could have on African American males in a country with a scandalous record of racially biased police shootings against this particular group of citizens (Alfonso [@CR2])? The country has the means to efficiently upscale production and distribution of professional masks that could have reduced fears of having nothing else to wear than a homemade mask and would make it less easy for police officers with racial prejudices to misuse their power. In the Chilean capital, public authorities issued a night curfew without considering the effect this would have in making public transportation available on early hours, leading on the first days to massive agglomerations of commuters waiting in front of the subway stations until they opened to go to work. How could policy makers miss such a vital issue as ensuring that public transportation continues to work efficiently and safely in a city with 2.5 million daily subway passengers (Sepúlveda [@CR30])? In India, the government imposed on short notice a nationwide curfew demanding that people stay at home. This measure led to a massive exodus of migrant workers who had to walk from the major cities to their home villages, often for days, risking to spread the disease from cities to villages with little or no medical facilities (Roy [@CR26]). Again here, one would expect a better knowledge among policy makers and their advisors of the circumstances of millions of their own population. Similar types of mistakes are still being made in the later stages of the pandemic, as politicians continue to be surprised to hear that large population groups are suffering from hunger and are breaking social distancing mandates in search for ways to gather income to meet their basic needs (Ehringfeld [@CR9]). The negative effects of such policy failures become even stronger when politicians try to make up for the damage with populist strategies that contradict evidence-based recommendations from the social and health sciences. For instance, the Chilean government preferred to supply food boxes with media coverage to the poorest population segments instead of offering cash, despite the evidence from development studies indicating that such practices distort local markets, violate people's privacy and are vulnerable to high-level corruption. Such decisions show that policy makers are not only unaware of the circumstances of large population groups, but are even unconscious of the fact that they are missing the bigger picture, with the result that they do not seek, nor are open to consider different strategies suggested by people who have epistemic authority over the subject matter.

The repeated mistakes made while responding to the pandemic urge us to demand from policy makers to reevaluate how decisions are made. I proceed by offering a short explanation of the possible causes of the failure to foresee how decisions will negatively affect the poorest population segments. After that, I discuss the need for tailored programs that are sensitive to the needs of the different vulnerable groups. I conclude by arguing for inclusive public consultations and outline the main issues that need to be resolved to facilitate a poverty-sensitive dialogue.

Closing Epistemic Gaps: Designing and Implementing Poverty-Sensitive Policies {#Sec3}
-----------------------------------------------------------------------------

During the last weeks and months, we have witnessed a phenomenon common in early overseas development efforts: a naïve assumption that others have similar means and are subject to the same vulnerabilities. The inability to position oneself in the place of millions of people---a form of epistemic ignorance---makes us wonder about its cause. A common explanation for this type of ignorance is the lack of inclusion of people who have epistemic authority and first-hand knowledge on the subject matter. This is an issue that is commonly brought up by scholars from feminist and decolonization studies (Dübgen [@CR8]). In some cases, these mistakes are a product of well-meant intentions; the firm commitment to treat everyone as equals may hinder people to recognize vulnerabilities and privileges even in cases where they ought to. Here, professional training that includes the study of narrative inquiries can increase awareness of one's own epistemic gaps and the need to seek advice from directly affected individuals. In other cases, a privileged social position can only be enjoyed while making a subconscious or even conscious effort to minimize or ignore the hardship faced by others. This inclination has been identified as *aporophobia*, as an aversion towards the poor, which leads the better-off to isolate from the needy and is particularly strong when poor people are subject to multiple forms of discriminations, such as racism and xenophobia (Cortina [@CR7]). Here, we face a much more difficult problem, as dispositions in each one of us to prioritize our own well-being and to greed require awareness of the effect such inclinations have on others and a much stronger commitment to work towards our own ethical education.

While acknowledging the important role and successes of health scientists in insisting on evidence-based policy, there seems to be a major epistemic gap when it comes to systematically identify and foresee the effect new policies will have on the poor, minorities, persons with disabilities and migrants, and the added vulnerabilities triggered by racism and violence against particularly women. Evidence suggesting that a public health intervention works well for one particular group does not imply that from a socioeconomic perspective, it will lead to the same results when applied to other sectors (Moodley et al. [@CR23]). One-size-fits-all policy approaches can lead to enormous harm if they ignore the multiple effects of massive inequalities within and between countries, demographic differences and the capacity of public health infrastructure (Broadbent and Smart [@CR5]). In the Global South, measures against COVID-19 are having a negative effect on vaccination rates, malnutrition and women surviving labor (Broadbent et al. [@CR6]). Moreover, many state officials in power are biased towards downplaying the extensiveness of poverty as it would reveal political failure. As a consequence, they fail to acknowledge the need to adapt health policies from wealthy countries to the local circumstances to not openly recognize the existence of extreme poverty and the precariousness of public infrastructure. This pandemic is not a unique case calling for sensitivity to the local circumstances when implementing policies of global reach. Perhaps the most documented example of how standardized policies may have disastrous effects on global health is the access to medicine crisis after the Agreement on Trade-Related Aspects of Intellectual Property Rights (1995) led to a sharp increase in prices for antiretrovirals by making it more difficult to export generics (Kapczynski [@CR20]). COVID-19 has made it clear again that evidence-based policy should not be grounded in up-to-date knowledge from the health sciences alone, but needs to fully acknowledge findings from the social sciences and encourage more interdisciplinary work between the health and social sciences.

Scientists themselves should also be aware of their biases and disciplinary limitations. This is particularly important when providing policy advice. For instance, the very term "evidence-based policy" may imply an uncontested precision that simply cannot be claimed under the high uncertainty of COVID-19 (Saltelli et al. [@CR28]). To maintain public trust in science, the early experience during the pandemic suggests that scientists should also be much more careful on how they communicate their findings and predictions. The messages scientists deliver to state officials and disclose to the public are likely to affect people's conduct and expectations (Halpern et al. [@CR18]). Making sensational claims may deteriorate overall trust in science when the public sees that the promises are not being fulfilled (Provenzi and Barello [@CR24]). At the same time, modelers need to be careful not to give the impression that their calculations are precise and be open about the normative values of their choices and the unknown factors (Saltelli et al. [@CR28]). To avoid that scientific findings and models are used out of context by opportunistic politicians, or that eager scientists make exaggerated claims public to advance their career, scientists of the different disciplines need to work together to improve the way new scientific observations are being communicated and to encourage outsiders to voice objections and amendments to their recommendations.

An important tool from the social sciences and humanities to recognize the differential impact of public health interventions on vulnerable groups is the capability approach. Central to this approach is the claim that people are entitled to be and do what they value as a part of a decent life. This approach allows us to identify from the point of view of specific groups the impact new health measures have on pursuing the things people value to be and do (Venkatapuram [@CR36]). Another example is the interdisciplinary collaboration between epidemiologists and behavioral scientists, which offers several suggestions on how to improve public communication and addresses biases leaning towards excessive optimism and favoring the improvement of treatment capacities against the implementation of preventive public health measures (Halpern et al. [@CR18]).

Policy makers should therefore embrace some intellectual humility and acknowledge that there are limitations in the amount of information and perspectives each one of us can effectively assess. There are certain issues people in privileged or relatively more advantaged positions fail to recognize or sometimes even forget. Particularly in the context of extreme inequality of income, education level and social vulnerability, as we face both within and between countries, and the enormous advantage financial resources give to become democratically elected, it does not come as a surprise that ruling groups that are largely alienated from the realities of the general population are overrepresented among political authorities.

To avoid these epistemic gaps, that is the inability to anticipate how certain policies will affect vulnerable groups, we need to ensure the participation of people of all walks of life to facilitate a sufficient range of perspectives (i.e., cognitive diversity) among decision makers that adequately reflects the population and the different circumstances people encounter (Kitcher [@CR21]). We need to realize that to maintain cognitive diversity, quotas for underrepresented groups on themselves may not be representative enough, as they are likely to be filled by the most talented, hard-working and often childless people competing for these jobs, who may also end up disconnected from the needs, capacities and circumstances of their former peers. To fill a percentage of the positions through a form of lottery has also limitations, as those selected may not have the necessary qualifications, training and enthusiasm to assess health policies and their implications. An alternative approach to examine whether the policies have negative effects on the different population segments is to build inclusive decision-making processes that actively seek input from the wider population through public consultations.

There are several factors that call for broader public involvement during the COVID-19 pandemic. First, initial studies on the dangers of the virus overestimated the fatality rate and later studies underestimated its lethality (Smriti [@CR33]), eroding trust among the public regarding the reliability of scientific advice. Second, from early on, the public learned that older people are at much higher risk of developing complications, creating a false sense of safety and some divisions among the population (Gosseries [@CR16]). Third, investigations showed relatively early that in several countries, poorer minorities are much likelier to die from the virus due to higher work-related exposure and differential access to medical treatment (Gostin et al. [@CR17]). All these factors disintegrate social cohesion, making it necessary to bring the different affected groups together so that they can voice their concerns and be listened to.

While the idea of public consultation is old, we need to keep in mind that developments in technology and research on continuous education allow us nowadays to be much better prepared for public outreach. We can provide up-to-date information to a much larger percentage of the population with the help of communication technologies, and science educators are now better equipped to pass on key knowledge to the public by using sophisticated graphics, diagrams showing the development of current events and take advantage of the enormous experience gathered over the last decades in improving the public understanding of science. Governments can reach poorer population groups by working with telecommunication companies to liberate mobile data to facilitate access to public health information and by making effective use of broadcasting channels. Important is also that there is an increasing recognition that the general public can provide crucial feedback and possess a vital pool of knowledge, particularly when it comes to assess social policies (Reiss [@CR25]). The enormous rise in the number of citizen science projects and open innovation initiatives are strong examples of the success of public outreach initiatives (Wiggins and Wilbanks [@CR37]; Fiske et al. [@CR12]). Here, it is crucial to recognize the huge potential people who grew up and live under very different conditions have in identifying problematic issues and suggest more effective strategies. Nowadays, we also need to acknowledge that developments in technology and science education may also increase the expectation among the public on when they should be consulted. As these developments facilitate and speed up public outreach processes, governments cannot as readily excuse their shortcomings in inclusive decision-making and transparency by pointing to time constraints. The harsh impact of public health interventions on low income-earners---particularly in countries that reacted late to the COVID-19 pandemic---reveals that policies were often not even consulted with a small group of underprivileged citizens. Nonetheless, it is recommendable that a series of public consultations are made in advance to find out how citizens will react in view of possible scenarios, so that their input can be used to build templates to guide ethical decision-making during future emergencies (Smith and Upshur [@CR32]). In the present case, it is unclear in how far countries who prepared for a pandemic really relied on earlier simulations. Outside East Asia and parts of Africa, the vast majority of countries have shown insufficient pandemic preparedness, some even with disastrous results.

To make public consultations effective, work will need to be done to ensure that underrepresented people are able to express their voice and that the participants are willing to engage with other points of view and forms of expressions. An active effort will need to be done to confront epistemic injustices that either discriminate against certain groups of participants or the ways some members of the public express themselves (Fricker [@CR14]). The use of slang or the failure to master a country's official or dominant language should not have the effect that other participants belittle its epistemic content. As the pandemic is likely to increase anxiety and anguish among the most affected people, it is also crucial that participants in a dialogue retain the capacity to critically assess without biases the central message someone is expressing in the middle of panic, rage or even while crying (cf. Bayruns Garcia [@CR4]). Ethical decision-making requires the inclusion of diverse voices and condemns practices that make it easier to ignore specific groups. Ignoring the input of such groups is a case of testimonial injustice, as they are not given a fair opportunity to contribute to a dialogue due to their group membership. Furthermore, ethical decision-making needs to acknowledge that specific groups are in a distinct position that needs to be treated separately to respond to their specific vulnerabilities; otherwise, they face a situation of hermeneutical injustice where the peculiarities of their circumstances are ignored or misrepresented in systematic assessments (cf. Fricker [@CR14]; Ahmad et al. [@CR1]). For instance, public consultations should not ignore the fact that many undocumented immigrants live among us and that efficient health policies need to identify their particular needs and vulnerabilities. Ignoring their voices exposes them and the rest of the population to COVID-19, as the experience of Singapore made clear to other countries (Segrave [@CR29]). One can only stimulate the participation of undocumented migrants when they are given immunity when providing critical feedback to public consultations and do not have to fear from standing out reprisals against other migrants or themselves. A dialogue that is truly inclusive must accommodate the different forms of expression and should actively encourage people to contribute to solving a public problem by sharing their insights and ideas (Timmermann [@CR34]). An efficient cooperative society is characterized by its ability to pool knowledge and information from diverse sources and therefore needs to guarantee freedom and build capacities so all can share freely valuable information (Harari [@CR19]). Inclusiveness in decision-making also leads to higher decision ownership, which increases compliance with commonly agreed public health measures (Gopichandran et al. [@CR15]).

An inclusive dialogue on its own will, however, not lead to efficient health policies. To benefit from diverse inputs, it is essential to appoint good arbiters that chair sessions and make sure voices from all affected groups have an opportunity to express themselves and that the discussion is not dominated by a few persons. Participants in public consultations should not experience in the debate the same unfair advantages or unwelcomed use of power, when it comes to speaking and being listened to, that they face in their everyday lives. To achieve participatory parity, also more subtle ways of dominating discourses need to be confronted, such as twisting meanings, decontextualizing statements and affirming that one is merely disclosing what the silent mass is thinking despite having no such evidence or while blatantly lying to put one's own interests on the agenda (Fraser [@CR13]). Such sessions should also count with people who have the ability to synthesize in a respectful and accurate manner the different viewpoints and suggest priorities that can be commonly agreed upon. The importance of establishing harmony and finding common ground cannot be understated in the current pandemic (Lolas-Stepke [@CR22]), especially in view of the enormous inequalities in terms of disease vulnerability and quarantine hardship.

A good chair in discussions should also make participants aware that expanding the number of participants is only one of the main procedural values needed to establish a discourse seeking to improve the ethical acceptability and poverty sensitivity of public health interventions. Besides being inclusive, decision-making needs to be reasonable, open and transparent, responsive and accountable (Upshur et al. [@CR35]). While multi-scale approaches that seek to alleviate the hardship of quarantine and social distancing measures are welcomed and even necessary, prioritizations and exemptions to rules need to be well-justified and commonly agreeable, which requires excellent public communication skills to reach all affected inhabitants. Citizens need to know why their freedoms are being curtailed and they need to be provided a good justification of why some groups of people are being exempted. In terms of openness and transparency, the non-participating public still needs to be able to access without facing hurdles the information, data and arguments that support decisions. As far as responsiveness concerns, it is essential that previously supported measures can be questioned and revised as new evidence emerges and that developments are continuously monitored. Lastly, in terms of accountability, participants in public consultations need to understand that they should not draw their decisions lightly, as public health policies may have strong effects on freedoms and entitlements that are protected by national constitutions and human right declarations and that they may be accountable for gross neglects or violations of rights. This last point should not be seen as a mere formality in times where populist agendas, xenophobia and racism are on the rise. Any intervention that limits the rights of people needs to adhere to principles of proportionality, strictly demanding justification and countermeasures to alleviate any negative effects (idem).

Concluding Remarks {#Sec4}
==================

Eventual difficulties in reaching and including certain groups should not be taken as an excuse to immediately terminate efforts. One cannot expect that members of groups who have been historically discriminated against will be immediately interested in cooperating. Distrust in the good intentions of governments is abundant (Baum et al. [@CR3]; Gopichandran et al. [@CR15]). Many groups have a long-time mistrust when it comes to relying on their governments to watch over their safety and well-being. The enormous differences in how the virus is affecting racial and ethnic minorities, as we see among the black and Latino population in the United States (Fairchild et al. [@CR11]; Elbaum [@CR10]), or citizens with black, Asian or other minority ethnic background in the United Kingdom (Siddique [@CR31]), show that their mistrust is not misplaced. It will take work to regain certain citizen groups as cooperation partners due to historical injustices. At the same time, we need to fully acknowledge existing biases and privileges that make it much easier to ignore one part of the population and not the other. Public consultations have two central aims: to seek information and to bring people together. Not only human decency obliges us to make up for the historic failure to reach out to underrepresented groups and fight discrimination that allows to ignore certain voices, health security obliges us to address these policy gaps by making sure everyone is willing and able to cooperate with public health measures (Ruger [@CR27]; Gostin et al. [@CR17]). To not consider the circumstances of large population groups and unnecessarily expose them to infectious diseases is not only unjust, it is bad health politics.
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